still in use today. 2 Oral surgeons were rebuilding faces before the inception of many current medical specialties.
Dr William Shearer, in 1914, suggested that "surgeons with a special interest in plastic surgery should come together to form an organization in which they might exchange ideas and experiences to help educate others in their own interest." Dr Truman Brophy, in consultation with Dr Shearer, applied for the first charter in Illinois under the name "The American Association of Oral Surgeons." All members had both a medical and dental degree. Associate membership was available to those possessing only a medical degree or a dental degree. In 1923, the dual degree requirement was dropped. The By-Laws and Constitution were amended to provide for admission to membership of "Outstanding practitioners of either medicine or dentistry who were pre-eminently qualified to practice the specialty of Oral and Plastic Surgery." In 1933, the name was officially changed in the charter, and the American Association of Oral and Plastic Surgeons was established. To make a claim that oral surgeons are attempting to expand their scope is factually inaccurate. It was not until 1942, the word "oral" was dropped from what is today known as the American Association of Plastic Surgeons. 3 It is important to note that surgeons who openly performed cosmetic surgery were excluded from this organization. At that time, the plastic surgery society felt that serious legitimate surgeons only perform reconstructive surgery. For this reason, surgeons who performed cosmetic surgery were without a "home" and as a result, cosmetic surgery flourished by those who were excluded from the American Association of Plastic Surgeons.
The recent PRS article claims that the American Dental Association recently modified the definition of dentistry in order for OMSs to expand their scope of practice. The authors assert that plastic surgeons contend that the training and educational background of a specialty physician is far more comprehensive to that of an oral and maxillofacial surgeon.
Let's take a closer look at this claim. First, OMSs' focus their specialty on "The treatment of diseases, disorders and/or conditions of the oral cavity, maxillofacial area, and or the adjacent structures and their impact of the human body; provided by a dentist, within the 875918A CSXXX10.1177/0748806819875918The American Journal of Cosmetic SurgeryEditorial editorial2019
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scope of his/her education, training, and experience, in accordance with the ethics of the profession and applicable law." 4 First and foremost, the caveat is "within the scope of his/her education, training, and experience." The term "dentist" to describe an OMS is often used in a derogatory context by competing specialists. Although all OMSs must possess a dental degree, it does not make all dentists OMSs. Just as all plastic surgeons have medical degrees, it does not confer that all physicians are plastic surgeons.
Oral and maxillofacial surgery has one of the most stringent graduation requirements for any specialty in terms of facial surgery. OMS is a 4-to 6-year surgical residency in which Chief residents (residents in their final year of training) must complete 175 major surgical procedures. Unlike other surgical residency programs (3-6 years in length) which collectively add all cases completed throughout residency, OMS residents must complete all major surgical cases in 1 year. In order for a procedure to qualify, the resident must function as the operating surgeon or first assistant. 5 Other programs do not have such a requirement, and residents may "count" cases where they were simply an observer.
In oral and maxillofacial surgery residency training progrms, surgical cases are divided into 4 major categories, each of which mandates a minimum of 20 cases. These surgical categories are Trauma, Pathology, Orthognathic surgery, and Reconstructive and Cosmetic surgery. One will notice that there is no mention of tooth extractions or dental implants. Although OMSs have the most experience and expertise in terms of extractions and dental implants, they are so common that the Commission on Dental Accreditation does not have a minimum requirement.
So now let's take a look at these "major" procedures. In the trauma category, the requirement is for the surgical management and treatment of maxillary, nasal, and orbitozygomatic-maxillary complex injuries in addition to mandible fractures. Trauma management includes tracheostomies; open and closed reduction of the facial fractures; and treatment of soft-tissue injuries such as major facial, scalp, and neck lacerations and injuries to specialized structures such as nerves, salivary gland ducts, tear ducts, and glands.
For the pathology category, chief residents must complete major maxillary sinus procedures, temporomandibular joint pathology, salivary gland/duct surgery, management of head and neck infections, and surgical management of benign and malignant neoplasms and cysts.
The orthognathic surgery category specifies at least 20 procedures for the correction of functional and cosmetic orofacial and craniofacial deformities of the mandible, maxilla, zygoma, and other facial bones as well as the treatment of obstructive sleep apnea.
Finally, for the reconstructive and cosmetic category, graduates must complete 20 procedures. These include reconstructive procedures such as temporomandibular joint reconstruction, management of hard and soft-tissue maxillofacial defects, insertion of craniofacial implants, facial cleft repair, and nerve reconstruction. Cosmetic surgery should include rhinoplasty, blepharoplasty, rhytidectomy, genioplasty, lipectomy, otoplasty, and scar revision.
Based on the procedures, it should be obvious to the reader that one cannot complete an accredited OMS program without comprehensive training in facial surgery. As mentioned earlier, unlike other specialties, all of the procedures must be completed under a 1-year time frame when the resident is in his or her final year of training. These chief year requirements are in addition to previous exposure gained in the 3 years of training as a junior resident. In reality, the actual surgical experience is far more than the minimum case load required for graduation. There is no Accreditation Council for Graduate Medical Eduction (ACGME) residency, with possibly the exception of otolaryngology, that must garnish as much diversity and experience in surgical management of the face and neck as an OMS surgeon. The graduation requirements for OMS surgeons have remained stringent and demanding over the years and reflect the training and experience required to safely treat and manage the public safely.
OMS training has been recognized by the American College of Surgeons. OMS is the only non-ACGME training platform that is recognized in equivalence with medical surgical specialties. Both single-and dual-degree OMSs are eligible for fellow status.
In the paper written by Davison, the claim is made that plastic surgeons, including facial plastic and oculofacial plastic surgeons, are concerned that expanding the scope of practice for "dentists" puts patients at an increased and unnecessary risk.
The authors admittingly have no credible source or actual scientific data for this claim. From a personal perspective, my passion for cosmetic surgery flourished when I was a second-year OMS resident. While on my ENT rotation, I was afforded the opportunity to assist on many rhinoplasties. My attending surgeon, who had much respect for OMS surgeons, was eager to teach me the intricacies of rhinoplasty surgery. During my Chief year, I rotated on plastic surgery, oculoplastic surgery, and again on ENT where my experience with diagnosis, surgical acumen, and post-operative management grew with the support of these surgeons. The fact is, our patients get the best care when their physicians and surgeons work as a team to address issue and concerns.
Coincidently, when I finished my facial cosmetic surgery fellowship, I returned to the same hospital as an attending. My experience in fellowship proved valuable and I was often a resource for other specialties. I have operated over 100 cases in the last 5 years with an oculoplastic surgeon. He and I have both benefited immensely from our time together. I have been consulted and referred patients from plastic surgery and they have assisted me on a number of cases. There are multiple examples, where my experience has been requested by the plastic and oculoplastic surgeons to cooperate because they admittedly had little to no experience with particular cosmetic procedures. I have harvested ribs for ENT and accepted their referrals for cosmetic rhinoplasties. I have lectured to the dermatologists about facial skin resurfacing and I perform all the ablative laser resurfacing for acne scarring in our facility. In fact, my two largest referrals are ophthalmology and dermatology.
I spent the last 14 years practicing in the United States Air Force. One of the biggest differences between military and civilian practices is our ability to collaborate and operate without egos. Many of our otolaryngologist, oculoplastic surgeons, and plastic surgeons have deployed overseas with OMSs and experienced firsthand what training we have. Additionally, money is not a factor. Many "turf wars" are based on financial gain, but argued and legislated as "patient safety concerns." Even the PRS article in regard to the debate states that "no hard-objective data" has been presented by the medical societies and associations to support the claim that OMSs performing facial cosmetic surgery puts the public at an increased risk of harm. No one questions the OMS training in maxillofacial trauma, pathology, reconstruction, or orthognathic surgery. But when a "dentist" wants to take a 5-mm strip of skin from the upper eyelid, it becomes a big deal. No one cares when an OMS is separating the maxilla from the skull base, or repairing an orbit fracture on a Saturday afternoon, both of which have significant more risk for post-operative complications than Botox or lip fillers. The attempt to restrict an OMS from performing cosmetic surgery is based on financial reasons. PERIOD! Some opponents of qualified OMSs performing elective cosmetic surgery argue that these surgeons are cowboys operating outside of their scope of practice without oversight. They state that loose interpretation of the scope of care leads to rogue "dentists" performing facial cosmetic surgery.
These opponents often use the term "dentist" to stroke an emotion with the public. Yes, oral and maxillofacial surgery is a dental specialty, and yes, all OMSs have a dental degree, but additional years of hospital-based training are required for one to be an OMS. Facial cosmetic surgery is a requirement for successful completion of an accredited OMS program. Didactic and surgical training are requirements for graduation. Cosmetic surgery is evaluated on the annual inservice exams, is a component of the written board exam, and is accessed on the oral board exam. The Davison article argues that single-degree OMSs are not equipped to "fully assess and manage patients in optimal and adverse situations." Although most 4-year OMS residents do not complete rotations in obstetrics, psychology, or orthopedic surgery, they do complete a 5 to 6 months rotation on anesthesia (including pediatric anesthesia), as well as internal medicine, ICU/critical care, cardiology, general surgery, plastic and reconstructive surgery, otolaryngology, oculoplastic surgery, and trauma surgery to name a few. Today's OMS graduates must complete a minimum of 300 general anesthesia cases in order to matriculate. There is no surgical specialty with the amount of experience in airway management and anesthesia complications as OMSs. Oral and maxillofacial surgeons are afforded hospital admitting privileges and routinely manage intensive care unit (ICU) patients. If there was a question on our competence to manage patients, we would not be given these responsibilities.
The term "dentist" is often used in this context as a derogatory term. It does not fit the experience or scope of practice of an OMS. It is analogous to saying a "surgeon" wants to do a face lift, without specifying the specialty of the surgeon. Is that surgeon a vascular surgeon, an orthopedic surgeon, or a neurosurgeon? These surgeons are trained within their specialty. They are not trained to do cosmetic procedures. Just as a periodontist, endodontist, or a general dentist is not trained to do so. Lumping OMSs as "dentists" is no different than saying a "physician" can't perform cosmetic procedures. The training, either within residency or through post-residency fellowships, is what qualifies surgeons to practice their profession.
As mentioned earlier, Chief residents must complete 20 cases categorized as cosmetic or reconstructive major procedures. Twenty additional cases must be completed in orthognathic surgery which is the most physically changing cosmetic and functional procedure practiced today. Figure 1 shows the graduation requirement for OMS and ACGMEapproved residencies and fellowships. It is again important to note that unlike most ACGME residencies, the OMS resident must complete all of the procedures in their final year. The procedures are not cumulative like other programs. Also, the OMS resident must function as the primary surgeon or first assistant rather than merely an observer.
The data support the training and experience in facial cosmetic surgery. Diepenbrock et al evaluated the training of American OMS residents. They found that on average, the OMS chief resident completed 20.3 facial cosmetic surgery procedures (excluding orthognathic surgery) with the highest responding program's graduates completing an average of 107 procedures. 6 There was also no significant difference between single-and dual-degree programs. It is also important to note that graduates of the American Academy of Cosmetic Surgery (AACS) Facial Cosmetic Surgery Fellowship programs must complete a minimum of 125 major facial cosmetic surgical procedures, and this is 250% more than a plastic surgery residency program requirement in terms of facial cosmetic surgery procedures. The American Medical Association has recognized cosmetic surgery as a distinct specialty since 2002. Although plastic surgeons would like to own this specialty and ban everyone else from practicing in this arena, there are many other specialties that practice cosmetic surgery and offer appropriate training and experience during residency and fellowship programs. The Commission on Dental Accreditation also endorses and accredits facial cosmetic surgery fellowships for OMSs.
But who is governing the specialty? The answer is the American Association of Oral and Maxillofacial Surgeons and the American Board of Oral and Maxillofacial Surgery. For dual-boarded OMS/cosmetic surgeons, the American Board of Facial Cosmetic Surgery, the American Board of Cosmetic Surgery, as well as the AACS endorse their education, training, and certification. The practice of Oral and Maxillofacial Surgery, as well as the practice of facial cosmetic surgery, is overseen by each state's dental board. Malpractice for facial cosmetic surgery is available. In order to apply and receive coverage, the surgeon must submit training in facial cosmetic surgery. Oral and maxillofacial surgeons are internally governed just as plastic and reconstructive surgeons, facial plastic surgeons, oculoplastic surgeons, and dermatologist are internally governed. To suggest an outside organization or a "competing" group govern OMS is offensive and borders on restriction of trade.
The American Dental Association does not have a specialty classification for facial cosmetic surgery. Do plastic surgeons have a cosmetic surgery specialty classification? The answer is no. They claim that all plastic surgeons are trained to competency in cosmetic surgery. What is considered "trained" in cosmetic surgery? With the vast differences among training requirements, it is challenging to assess what is a reasonable number of procedures to ensure a surgeon is comfortable, and more importantly, competent and proficient. A 2006 survey sent to senior plastic surgery residents showed they felt least prepared and uncomfortable with complex facial aesthetic surgery. Of the 234 respondents, the noted top areas of desired additional training were in facial cosmetic surgery. With regard to minimum cases, 80% of senior residents felt more than 10 rhinoplasties were necessary to proceed safely, and 68% of senior residents felt more than 10 face lifts were necessary to provide safe, confident care. The top 5 procedures which senior plastic and reconstructive surgeons felt required additional training beyond residency were rhinoplasties (70.1% respondents), chemical peels (48.7% respondents), face lifts (47.9% respondents), laser skin resurfacing (45.3% respondents), and skin care (40.3% respondents). 7 A follow-up study in 2011 by Oni et al demonstrated minimal change in senior PRS resident comfort in regard to cosmetic procedures and their desire for further training. These findings were after one additional year of training was added to the training programs and a standardized curriculum was developed for postgraduate cosmetic fellowships. Their paper suggested that aesthetic surgery remained a weakness for many plastic surgery residency programs as aesthetic procedures are often performed in the private practice setting. 8 Additionally, the study found that the majority of plastic surgery resident respondents reported only 1 to 3 months exposure to cosmetic surgery in their sixth year of training. This is relevant because the private practice-based model of aesthetic surgery training may limit the actual hands-on experience for residents. In 2017, Silvestre et al also investigated the graduating plastic surgeons' preparedness for craniofacial and aesthetic surgery. After review of operative case logs of 818 chief plastic surgery residents from years 2011 to 2015 (independent/combined and integrated surgery residency), it was concluded that plastic surgery programs provided a variable aesthetic surgery experience. The paper also stated that significant variability in volume existed within the training pathways. Overall, research has shown plastic surgery residents feel inadequately prepared to perform aesthetic surgery procedures particularly in the craniofacial region, and aesthetic fellowships remain popular training opportunities for graduates to obtain credibility and confidence in performing aesthetic surgery. 8, 9 No specialty "owns" the face. Surgical proficiency is gained through education, knowledge, and experience. As surgeons, we, collectively, should be discussing how we can improve outcomes and provide better care for all our patients. This should be a multispecialty discussion. We can learn so much from each other. We each bring a unique perspective, methodology, and armamentarium to the discussion. Education is a lifelong process. When specialties "intermingle," we bring the best to the table. Practicing, lecturing, and educating in isolation promotes narrow minded, inbreed surgeons with the inability to think outside the box. The first plastic surgeons realized this fact and encouraged multispecialty collaboration. The first plastic surgeons in America were all dentists and physicians and, most importantly, surgeons of multiple training disciplines. Much as the AACS does today, the first plastic surgeons realized that collegial interaction spurs innovation and advancement.
A surgeon's credentials and privileges should be based on experience, competency, and outcome. There is no "magic" number or "certain specialty" that gives someone qualifications. It is the responsibility of the attending surgeons to mentor, teach, and critique. It is up to the resident or fellow to learn and improve. Obviously the more surgical exposure and practice someone has the better. All surgeons, regardless of specialty should show experience with facial cosmetic procedures if one is to apply for credentials. There should be no exception. Just as some OMS programs have little exposure to cosmetic surgery, there are some that have significant exposure. The same may be said for cancer surgery, reconstructive surgery, orthognathic surgery, or microvascular procedures. This is held true in ACGME specialties as well. Just as in plastic surgery, if the graduate does not have the exposure or comfort with completing these procedures, there are fellowship routes available. OMS has proven to be safe and effective in the delivery of surgical and non-surgical facial cosmetic procedures. If that were not the case, why would malpractice carriers offer coverage?
It is time for professional societies, state governments, dental and medical boards, and the public to be thoroughly educated in the training and safety record of today's contemporary OMS. With the support of the American Board of Oral and Maxillofacial Surgery, the American Board of Facial Cosmetic Surgery, the American Association of Oral and Maxillofacial Surgeons, and the AACS, OMSs can feel secure that their training, experience, and compassion for their patients will not only be protected, but hailed.
So, the next time someone asks "Can dentists do face lifts?," I hope there is much more value added to the discussion.
